
Department of the Secretary of State 
Bureau of Motor Vehicles 

29 State House Station  
Augusta, Maine 04333 

 
 

IMPORTANT EYE EXAMINATION INFORMATION 
 
 

Maine law requires individuals to have their eyes tested when applying for a license and at 
certain renewal times. 
 
Please read the enclosed information carefully to learn about your options for receiving an 
eye examination. 
 

FOR DRIVER’S LICENSE EXAMINATION APPLICANTS 
 

A vision test is required prior to taking your driver’s license examination. You may take a vision 
test at no fee when you appear for your driver’s examination. Alternatively, you may have a 
doctor of your choice provide the exam at your expense. The doctor who conducts the 
examination must complete the reverse side of this form. You will need to give the completed 
form to the driver’s license examiner at the time of your driver’s examination. 
 

FOR INDIVIDUALS RENEWING A DRIVER’S LICENSE 
 

A vision screening is required for individuals renewing their license at the first license renewal 
after attaining age 40 and at every 2nd renewal after that. A vision screening is required at every 
license renewal after attaining age 62. It is not required that you visit an eye doctor.   
 
Vision testing can be completed at any branch office or mobile unit location at no cost to you. 
This exam will be completed at the time of renewal, and the results will be recorded on your 
renewal form. 
 
Alternatively, you may have a doctor of your choice provide the eye exam at your own expense. 
The doctor who conducts the exam must complete the reverse side of this form. You will need to 
bring the completed form with you when you come in to renew your license. The doctor’s exam 
may not be completed more than a year prior to your license renewal date.  
 
Veterans please visit the Bureau of Veterans’ Services website at 
http://www.maine.gov/dvem/bvs for information on state and federal benefits your military 
service may have earned you. 
 

 
 

 
 

http://www.maine.gov/dvem/bvs


Medical Review Section 
29 State House Station, 101 Hospital Street, Augusta, ME  04333-0029 

Phone: 207-624-9000 Ext. 52124  Fax: 207-624-9319  TTY: Maine Relay 711  Web:  www.maine.gov/sos/bmv 

Name: _________________________________  Date of Birth: __________________ 
Address: ________________________________ License/History Number: _______________ 
City, State, Zip: __________________________  Telephone number:  _____________ 
 

INSTRUCTIONS FOR COMPLETING EXAMINATION FORM 
 
Please complete the eye examination form appropriately based upon your exam of the patient.  Any additional comments can be 
made at the bottom of this form. 
 
Date of Examination: ___________________________ 
 
1.  Visual Acuity  Without Glasses  With Present Glasses  With New Lenses 
 
     Right Eye  20/   20/    20/ 
     Left Eye  20/   20/    20/ 
 
2.  Visual Fields: 
 
      To Left of Points of Fixation ____________ Degrees    To Right of Points of Fixation _____________ Degrees 
 
      Total Degrees = ________________________________________________________________________ 
             (Degrees to Left Plus Degrees to Right Must Equal 140 or Greater for Unrestricted Licenses) 
 
3.  Are telescopic or low vision aids being used?             Yes  No 
 
4.  Is there definite ocular motility that is apt to produce diplopia or other safety hazards         Yes  No 
If “Yes” explain: _______________________________________________________________________________ 
 
_____________________________________________________________________________________________ 
 
5.  Because of possible progressive visual defect, applicant should be re-examined in _________________________ 
 
6.  Recommendations:    Corrective Lenses       Geographic or Area        Daylight Driving Only       None  
 
7.  Additional comments:  ________________________________________________________________________ 
 
_____________________________________________________________________________________________ 
 
 
 
I hereby give my consent to release this information    ____________________________ 
to the Secretary of State, State of Maine      Doctor’s Signature 
 
         ____________________________ 
                    Doctor’s Name Printed 
 
_______________________________________    ____________________________ 
Signature of Person Examined             Address 
 
         ____________________________ 
          Telephone Number 
 
MD-FR 103            
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